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Abbreviations

	DCAF
	Geneva Centre for the Democratic Control of Armed Forces

	GBV
	Gender-based violence

	GBV AoR
	Gender-based violence Area of Responsibility (Protection Cluster)

	GBVIMS
	Gender-based Violence Information Management System

	IASC
	Inter-Agency Standing Committee

	IEC
	Information, education, communication

	IMC
	International Medical Corps

	IR
	Incident Recorder (part of the GBVIMS)

	IRC
	International Rescue Committee

	PPT
	PowerPoint (MS Office)

	RHRC
	Reproductive Health Response in Conflict Consortium

	SCR
	United Nations Security Council Resolution

	SGBV
	Sexual and gender-based violence

	SOP
	Standard operating procedure(s)

	UCLA
	University of California Los Angeles

	UNFPA
	United Nations Population Fund

	UNHCR
	United Nations High Commissioner for Refugees

	UNICEF
	United Nations Children’s Fund

	VAW
	Violence against women

	WHO
	World Health Organisation


WORKSHOP PURPOSED AND INTENDED OUTCOMES
This workshop is designed to introduce participants to a new resource related to addressing gender-based violence in conflict and other emergency affected contexts.  The Caring for Survivors Training is designed to assist all professionals who come into direct contact with survivors to understand key concepts related to gender-based violence and apply basic engagement skills that promote the safety and well-being of survivors.   

Objectives

· To introduce participants to basic concepts related to working with survivors, including gender, GBV, and multi-sectoral programming;
· To review possible bio-psycho-social consequences of violence and survivors’ related needs;
· To provide all participants, regardless of their professional responsibilities, with practical methods for communicating with survivors that increase survivor comfort and facilitate survivor coping skills. 

· To provide all participants a thorough understanding of the dynamics and the physical and psychosocial consequences of sexual violence in conflict-affected areas and other emergency settings. To provide all participants, regardless of their professional responsibilities, the tools to use survivor-centred skills when engaging with survivors, including with child-survivors. 

· To practise survivor-centred skills in context-specific roles.

· To provide all participants with information on the different roles and responsibilities of all actors engaging with survivors of sexual violence.

· To provide information about protection activities and justice mechanisms involving survivors of sexual violence. 

Handout 9.1:  Resources

WHO/UNHCR manual on which this training is based:

Clinical management of rape survivors: developing protocols for use with refugees and internally displaced persons – Revised ed. © World Health Organization / United Nations High Commissioner for Refugees, 2004. (Available in English, French and Arabic)

http://www.who.int/reproductive-health/publications/clinical_mngt_rapesurvivors/index.html
How to order post-rape kits:
To buy the interagency RH kit 3A and B, contact your UNFPA country office or email hru@unfpa.org.

Also see page 37, Annex 1: Additional resource materials from the WHO/UNHCR manual.

Web resources:

On sexual violence:

Secretary-General’s Bulletin on Special Measures for Protection from Sexual Exploitation and Sexual Abuse (ST/SGB/2003/13). United Nations 2003. http://www.humanitarianinfo.org/iasc/content/products/docs/SGBulletin.pdf
On HIV and ART:

http://www.who.int/hiv/pub/guidelines

http://www.aidsinfo.nih.gov/

http://www.cdc.gov/hiv/resources/guidelines/
http://www.who.int/hiv/topics/arv/pep/en/index.html 

On PEP:
Joint WHO/ILO guidelines on post-exposure prophylaxis (PEP) to prevent HIV infection, © World Health Organization, 2007. 

http://www.who.int/hiv/pub/guidelines/PEP/en/index.html

Evaluation of the Introduction of Post Exposure Prophylaxis in the Clinical Management of Rape Survivors in Kibondo Refugee Camps, A Field Experience. UNHCR, October 2005.

http://data.unaids.org/pub/Report/2005/pep_field_experience.pdf

On emergency contraception:

For facilities that do not have access to the emergency contraception formulations, normal oral contraceptive pills can be used. A country-specific oral contraceptive availability list along with prescribing instructions can be found at http://ec.princeton.edu/worldwide/default.asp (available in English, French and Arabic).

On child survivors:

WHO prevention of child maltreatment website

http://www.who.int/violence_injury_prevention/violence/activities/child_maltreatment/en/index.html
World Perspective on Child Abuse, 7th edition. © 2006, International Society for Prevention of Child Abuse and Neglect, U.S.A.

http://www.ispcan.org/wp/World_Perspectives_2006.pdf

Preventing Child Maltreatment: a guide to taking action and generating evidence. © 2006 World Health Organization (and International Society for Prevention of Child Abuse and Neglect)

http://whqlibdoc.who.int/publications/2006/9241594365_eng.pdf

Child Rights Information Network

http://www.crin.org/reg/country.asp?ctryID=8&subregID=4

UNHCR Guidelines on Formal Determination of the Best Interests of the Child. © United Nations High Commissioner for Refugees. May 2006. 

http://www.unhcr.org/cgi-bin/texis/vtx/refworld/rwmain/opendocpdf.pdf?docid=447d5bf24
The Child Friendly Version of the UN Guidelines on Justice in matters involving child victims and witnesses. © UNICEF and United Nations Office on Drugs and Crime July 2005. http://www.crin.org/docs/UNGuidelines_E.pdf  
On psychosocial support:

IASC Guidelines on Mental Health and Psychosocial Support in Emergency Settings, © Inter-Agency Standing Committee 2007. (in English, Arabic, French, Spanish) http://www.humanitarianinfo.org/iasc/content/products/default.asp

Action Sheet 8.3, IASC Guidelines for Gender-based Violence Interventions in Humanitarian Settings. © Inter-Agency Standing Committee 2005. (in English, Arabic, French, Spanish).

http://www.humanitarianinfo.org/iasc/content/products/default.asp
Mental Health in Emergencies: Psychological and Social Aspects of Health of populations Exposed to Extreme Stressors. © World Health Organization, 2003. http://www.whot.int/mental_health/media/en/640.pdf

On development of protocols and policy:

Guidelines for medico-legal care for victims of sexual violence. © World Health Organization, 2003.

http://www.who.int/violence_injury_prevention/publications/violence/med_leg_guidelines/en/index.html
Sexual and gender-based violence against refugees, returnees and internally displaced persons: guidelines for prevention and response. © UNHCR, May 2003.

http://www.rhrc.org/pdf/gl_sgbv03.pdf

WHO Ethical and safety recommendations for researching, documenting and monitoring sexual violence in emergencies. © World Health Organization, 2007.

http://www.who.int/gender/documents/EthicsSafety_web.pdf

Information used to prepare this training:

	Information Needed
	Comments
	Possible sources of information



	Laws and legal procedures related to medical practice

	Survivor’s access to care
	What types of sexual violence are considered crimes under national law? (and what aren’t)

· what are they called

· nature of the violence itself

· context of violence

· characteristics of survivor, perpetrator and/or relationship to one another (is marital rape a crime?)
	Ministry of Justice; local attorneys

	Who can provide what aspects of care?
	Ex. who can/cannot prescribe medications. Who is legally allowed to care for survivors?
	Ministry of Justice; local attorneys

	Is there a requirement of mandatory reporting by health providers to authorities of certain kinds of sexual violence cases? If so, for what kinds of cases? 
	In many countries, suspected child sexual abuse must be reported to the police or other authorities. Failure to report could put the provider at personal risk of legal action against him/her.
	Ministry of Justice; local attorneys

	Laws/regulations regarding:

     abortion

     emergency contraception
	Are they legal? Are there preconditions for obtaining an abortion or EC? If so, what are they?
	Ministry of Justice; Ministry of Health; local attorneys

	Safety of medical provider and the survivor
	
	Ministry of Justice; local police; legal and women’s NGOs, UNCHR; Health and Protection IASC clusters

	Regulations regarding off-label prescriptions
	For example, can oral contraceptives be used as EC?
	National Drug Administration; Ministry of Health

	Professional code of ethics
	What do the codes say regarding provision of care? Confidentiality?

Serving the best interest of the patient and a child?
	National Council/Associations of doctors, nurses, counsellors

	Forensic evidence

	What types of health care providers are legally allowed to complete official examination/documentation? (i.e. forensic examination and medical certificate)
	Does it have to be a forensic pathologist?

If completed by an unauthorized health care provider, the documentation will not be admissible in a court. 
	Ministry of Justice

	What types of health care providers are allowed to testify to medico-legal evidence in court?
	This will have implications for who completes the medico-legal documentation. 
	Ministry of Justice

	What type of evidence is admissible in court?

     -  laboratory evidence 

     -  physical evidence

     -  documentation
	For example : DNA samples, clothing, medical file (or medical certificate)
	Ministry of Justice

	What types of physical evidence can be analyzed? (DNA analysis, etc.) And where?
	If a sample cannot be analyzed or is not admissible in court, it should not be collected.
	Central forensic laboratory (likely in the capital)

	Procedures for collection, storage, transfer  and analysis of evidence samples 

(including location and availability of laboratory facilities)
	No samples should be taken that cannot be stored, analyzed, admissible in court. 

Forensic testing is usually not required to prove someone has been raped.
	Central forensic laboratory (likely in the capital); forensic laboratory at regional level; legal advisors, women’s groups

	What are the procedures for maintaining the chain of evidence?
	What is legally required and whether the procedure is possible in practice. (If not possible, samples should not be taken)
	Ministry of Justice; central and regional forensic laboratories; clinic supervisors 

	Type(s) of reports admissible and/or required in court (both written and oral)
	E.g. police report, medical report, medical certificate.
	Ministry of Justice

	National health protocols

	National STI protocols (for prevention, presumptive treatment and treatment)
	If no national protocols exist, WHO protocols can be found in the WHO/UNHCR manual.


	Ministry of Health

	National emergency contraception protocols
	
	Ministry of Health

	Possibilities/protocols/referral for post-exposure prophylaxis of HIV infection
	
	National AIDS Control Program, Ministry of Health

	Policies and location of voluntary HIV counselling and testing services
	Is there routine testing for any patient population?
	National AIDS Control Program; Ministry of Health; health NGOs, AIDS support groups

	Confirmatory HIV testing strategy and laboratory services
	
	National AIDS Control Program, Ministry of Health, Regional Medical Officer

	Vaccine availability and vaccination schedules
	
	Ministry of Health

	Clinical referral possibilities 
	e.g. psychiatry, surgery, paediatrics, gynaecology/obstetrics
	Referral hospital at regional level

	Referral possibilities for legal, psychosocial, support services
	
	Local and regional health facilities; UN agencies; local/national/international NGOs, national associations of professionals (lawyers, doctors, counsellors, etc.)

	Logistics/ Supplies

	Which agencies can be contacted for supplies?

(see Annex 3 in the WHO/UNHCR manual)
	Supplies: examination supplies, medications, replacement clothes, etc. 
	National Medical Stores; Ministry of Health, UN agencies (UNFPA – rape kits), support groups




Handout 9.2: Information regarding mandatory reporting

In many countries, there are mandatory reporting laws and/or policies requiring health care providers to report certain (or all) types of rape cases or cases which involve a certain type of survivor and/or perpetrator. Reporting requirements of this nature can create a dilemma for health care providers. There are potential conflicts with key ethical principles, namely, respect for confidentiality, respect for autonomy and the need to protect the vulnerable. 

Given the very real risks that can arise, it is the responsibility of any health care provider who cares for survivors to:

1. Obtain information about and understand any mandatory reporting requirements, including reporting mechanisms and investigation procedures before undertaking any collection of information. In some cases, such requirements and the prevailing local situation may lead a health care provider to not collect information or not ask certain types of questions because of the potential risks to survivors and/or themselves.

2. Formulate strategies for addressing any conceivable issues related to mandatory reporting.

3. Inform survivors about your duty to report certain incidents in accordance with laws or policies. This must be done as part of the informed consent process.

4. Explain the reporting mechanism to the survivor and what s/he can expect after the report is made.

5. In addition, health care providers should ensure these issues are discussed with and procedures agree with the relevant institutional, national and/or international ethical associations/standards. 

Below is an example of ethical standards for patient confidentiality from the World Medical Association
.

	 World Medical Association Statement on Patient Advocacy and Confidentiality


	Adopted by the 45th World Medical Assembly Budapest, Hungary, October 1993 and
Revised by the WMA General Assembly, Pilanesberg, South Africa, October 2006 

Preamble
Medical practitioners have an ethical duty and a professional responsibility to act in the best interests of their patients without regard to age, gender, sexual orientation, physical ability or disability, race, religion, culture, beliefs, political affiliation, financial means or nationality. 

This duty includes advocating for patients, both as a group (such as advocating on public health issues) and as individuals.

Occasionally, this duty may conflict with a physician's other legal, ethical and/or professional duties, creating social, professional and ethical dilemmas for the physician.

Potential conflicts with the physician's obligation of advocacy on behalf of his or her patient may arise in a number of contexts:

1. Conflict between the obligation of advocacy and confidentiality - A physician is ethically and often legally obligated to preserve in confidence a patient's personal health information and any information conveyed to the physician by the patient in the course of his or her professional duties. This may conflict with the physician's obligation to advocate for and protect patients where the patients may be incapable of doing so themselves. 

2. Conflict between the best interest of the patient and employer or insurer dictates - Often there exists potential for conflict between a physician's duty to act in the best interest of his or her patients, and the dictates of the physician's employer or the insurance body, whose decision may be shaped by economic or administrative factors unrelated to the patient's health. Examples of such might be an insurer's instructions to prescribe a specific drug only, where the physician believes a different drug would better suit a particular patient, or an insurer's denial of coverage for treatment that a physician believes is necessary. 

3. Conflict between the best interests of the individual patient and society - Although the physician's primary obligation is to his or her patient, the physician may, in certain circumstances, have responsibilities to a patient's family and/or to society as well. This may arise in cases of conflict between the patient and his or her family, in the case of minor or incapacitated patients, or in the context of limited resources.

4. Conflict between the patient's wishes and the physician's professional judgment or moral values - Patients are presumed to be the best arbiters of their best interests and, in general, a physician should advocate for and accede to the wishes of his or her patient. However, in certain instances such wishes may be contrary to the physician's professional judgment or personal values. 

Recommendations
1. The duty of confidentiality must be paramount except in cases where the physician is legally or ethically obligated to disclose such information in order to protect the welfare of the individual patient, third parties or society. In such cases, the physician must make a reasonable effort to notify the patient of the obligation to breach confidentiality, and explain the reasons for doing so, unless this is clearly inadvisable (such as where telling the patient would exacerbate a threat). In certain cases, such as genetic or HIV testing, physicians should discuss with their patients, prior to performing the test, instances in which confidentiality might need to be breached.
A physician should breach confidentiality in order to protect the individual patient only in cases of minor or incompetent patients (such as certain cases of child or elder abuse) and only where alternative measures are not available. In all other cases, confidentiality may be breached only with the specific consent of the patient or his/her legal representative or where necessary for the treatment of the patient, such as in consultations between medical practitioners.
Whenever confidentiality must be breached, it should be done so only to the extent necessary and only to the relevant party or authority. 

2. In all cases where a physician's obligation to his or her patient conflicts with the administrative dictates of the employer or the insurer, a physician must strive to change the decision of the employing/insuring body. His or her ultimate obligation must be to the patient. 
Mechanisms should be in place to protect physicians who wish to challenge decisions of employers/insurers without jeopardizing their jobs, and to resolve disagreements between medical professionals and administrators with regard to allocation of resources. 
Such mechanisms should be embodied in medical practitioners' employment contracts. These employment contracts should acknowledge that medical practitioners' ethical obligations override purely contractual obligations related to employment.

3. A physician should be aware of and take into account economic and other factors before making a decision regarding treatment. Nonetheless, a physician has an obligation to advocate on behalf of his or her patient for access to the best available treatment.
In all cases of conflict between a physician's obligation to the individual patient and the obligation to the patient's family or to society, the obligation to the individual patient should typically take precedence. 

4. Competent patients have the right to determine, on the basis of their needs, values and preferences, what constitutes for them the best course of treatment in any given situation.
Unless it is an emergency situation, physicians should not be required to participate in any procedures that conflict with their personal values or professional judgment. In such non-emergency cases, the physician should explain to the patient his or her inability to carry out the patient's wishes, and the patient should be referred to another physician, if required. 

14.10.2006



	

	


For reporting issues for child survivors, refer to Handout 15.2: The best interest of the child 

Handout 9.3: Human rights and health care for survivors of rape

	1. Right to health

The survivor has the right to be offered and if s/he consents provided with for example:
a. A head to toe physical exam.

b. Treatment for physical injuries.

c. Acute psychological distress / crisis intervention.

d. Presumptive treatment of sexually transmitted infections.

e. Treatment to prevent HIV. 

f. Reproductive health care services including pregnancy prevention.


	2. Right to human dignity

The survivor should
a. Be treated with dignity and respect as owed to every human being. 

b. Have equal access to health care that ensures the survivor’s privacy and confidentiality.

c. Have medical interventions to which the survivor CONSENTS and NOT receive any examination/interventions/treatment to which s/he does not consent. 

d. Have access to a safe place to get health care. 

e. Have the right to be told about available medical services in a language s/he can understand.


	3.  Right to non-discrimination

The survivor should
a. Have access to health care regardless of race, sex, colour, national or social origin, ethnicity, disability.

b. Have access to critical health care regardless of ability to pay.


	4. Right to self-determination

A health care provider should  

a. Not force or pressure a survivor to have ANY examination, intervention or treatment against his/her will. This includes not making treatment conditional on consent for any other part of her care. 

b. Enable a survivor to make her OWN decisions about receiving health care and treatment. 

c. Provide a survivor with appropriate information in a language s/he can understand so s/he can make informed choices.

d. Respect the choices made by the survivor.


	5. Right to information

A health care provider should  

a. Provide a survivor with complete information about all of her choices in a manner that is understood by the survivor.

For example, if a woman is pregnant as a result of rape, the health care provider should discuss ALL THE OPTIONS legally available to her (e.g. abortion, adoption, keeping the child, support networks, etc).

b. NOT allow his or her personal beliefs to limit the choices available to the survivor.


	6. Right to privacy

A health care provider should ensure that  

a. A survivor receives care in a private area.

b. A survivor is offered the possibility of a support person of the survivor’s choice to be present for the exam.

c. Other than the support person if requested by the survivor, only people who are necessary to provide medical care to the survivor will be present for the exam. 


	7. Right to confidentiality

A health care provider must ensure (and communicate to survivors in advance) that

a. All medical and health status information is kept PRIVATE and CONFIDENTIAL. 

This information (written or otherwise) should not be shared with ANYONE – including family – without the express consent of the survivor. Understanding that:

-  In the clinical setting, information with other health care providers   

   will be done strictly on a “need to know” basis.

-  There may be mandatory reporting in certain cases (e.g. children), but 

   acting in the best interest of the child is a health care provider’s 

   primary responsibility.

-  If charges have been laid with police or other authorities, the relevant 

   information will need to be conveyed.



	


Handout 10.1: Information for the participant playing the health care provider

Below are the subjects you want to cover:

1. Greet Cecile and assess whether there are any immediate concerns s/he has (i.e. that need to be attended to before the history and examination). These could include (but are not limited to) concerns about health, safety, family, etc.

2. Give a brief introduction to what you will be telling her and that s/he can interrupt with questions, etc.

3. Provide Cecile with the following information (remember you do not have to give information in detail – you will provide detailed information immediately before and during each step of the consultation):

a. The history-taking process: 
- The type of questions that will be asked and why.

b. The head to toe physical exam:  

- The exam will take place in private area of the clinic.

- The purpose of the physical exam.

- What the exam will be like. 

c. The genital examination:  

- What will happen during the genital exam.

- The purpose of the examination. 

- S/he can tell you to stop at anytime.

d. Confidentiality and possible uses of the information gathered: 


- The clinic’s (and your own) responsibilities regarding confidentiality and 


  what you can offer if s/he chooses to pursue legal action.


-  Information is shared with other others involved in her care strictly on a 


   “need to know” basis.


- Her options regarding disclosure of information (i.e. if s/he does not want 


   any information shared at all; if s/he wants to allow information to be shared 


   with certain organizations, etc.).

- S/he will be asked to sign a form acknowledging s/he has received 

   information and agreed to the examination and care s/he wants.

e. Medications you will offer her: 


- Because of when s/he presented after the incident, you can provide her with 

     medicine to prevent pregnancy, HIV, and sexually transmitted infections. 

- S/he will have access to these medications even if he/she doesn’t want other 

   parts of the exam.

Handout 10.2: Information for the participant playing Cecile

Feel free to change, add or omit to any of the information provided below.

“I was raped by men who came to rob my home 2 nights ago.  It started at 1 a.m.  We were all sleeping.  I heard the noise and was the first to wake up.  There were ten of them – I could see them and count them.  They came into the compound.   I wanted to hide but I couldn’t.  They said, “Give us your money.” Then they said “Get us your father” and told me to wake everyone up.  I told them there was no one here.  But then my father got up and turned on the flashlight.  The combatants who were very well armed were near me.  I don’t know how, but my father was able to escape by running very fast between the two of them.  One said to me “We’re going to kill you for letting him get away.”

Currently, I feel very dizzy and would prefer to be lying down. I am very worried I may be pregnant and I know I cannot take care of another child.

I have no knowledge at all about any of the diseases mentioned by the health care provider and do not understand much of what is being said to me.

Note: Information about the specifics of the rape is not included as it is unnecessary to discuss those details in this exercise.

Handout 12.1: Use of a survivor’s history to inform medical and forensic exams

NOTE: The history will guide your exam. For example, if the survivor states s/he was not penetrated anally, you will NOT examine the anus. 

	Examples of using a history to guide medical examination and treatment of a rape survivor


	Information provided by survivor in the history


	How a health care provider can use this information 



	Penetration of vagina by:

· Penis

· Finger

· Foreign object (ex. a bottle, gun, etc.)

Note: If no vaginal penetration occurred, do not examine the vagina.
	Medical
Penetration by:

A penis means the survivor has a risk of pregnancy, and STIs,  

     (including HIV).

Fingers or fists can result in more severe tissue trauma requiring   

     medical attention.

A foreign object often results in the most severe tissue trauma, 

    again requiring medical intervention, such as suturing. 

Consider risk of tetanus.  

Forensic 

Identify injuries resulting from penetration (tears, lacerations).

Evidence collection – ex. swabbing for presence of semen.* 

	Penetration of anus/ rectum by:

· Penis

· Finger

· Foreign object 

Note: If no anal penetration occurred, do not examine the anus.
	Medical

Penetration by a penis increases risk of transmission of STIs (including  HIV)

All forms of penetration can result in tissue trauma requiring medical attention.

Consider risk of tetanus

Forensic 

Same as for vaginal penetration.*

	Oral assault of genitals or anus:

· Assailant’s mouth to survivor’s genitals/anus

· Survivor’s mouth to assailant’s genitals/anus 
	Medical

Risk of contracting oropharyngeal STIs. 

Oral assaults, if severe, can sometimes result in choking-type injuries and require careful assessment of the survivor’s airway. 

Forensic 

Identify injuries, such as injury to the oral cavity; injuries that would occur from being held down while being orally assaulted; or teeth marks from being orally assaulted. 

Evidence collection – ex. swabbing survivor’s mouth, genitalia and/or anus for semen or saliva.*

	Masturbation

· Of survivor by assailant

· Of assailant by survivor

(including fondling, licking, kissing)
	Medical

May show bruising from forceful fondling, but likely no significant injuries requiring medical treatment.
Forensic
Identify injuries and look for evidence such as suck marks (often found on the neck or breast).

Evidence collection – ex. identify need for swabbing for semen or saliva.* 

	Ejaculation

· In body orifice

· Outside body orifice
	Medical

Vaginal or anal penetration with ejaculation puts a survivor at risk of pregnancy (if vaginal), STIs and HIV. 

Forensic
Evidence collection – ex. identify need for swabbing for semen.*

If a condom was used and can be recovered, save it for evidence / DNA testing.*

	Use of a weapon
	Medical

Use of a weapon often results in more severe injury. Depending on the weapon, consider risk of tetanus (ex. knives, machetes).

Forensic
Identify patterns of injury§ which may correlate with the weapon.

	Use of lubricant
	Forensic

May explain lack of injury (but is not the only reason for lack of injury).

	Physical blows by hands, feet, head (describe what was used and where on the body the survivor was assaulted)
	Medical

Detection of injuries resulting from physical blows. 

Forensic

Identify patterns of injury which may correlate with the part of the body used by the perpetrator (ex. handprint from a slap).

	Grabbing, grasping, holding (describe which activity and body part/s affected)
	Medical

Identify injuries resulting from grabbing, grasping, holding. 

Forensic

Identify patterns of injury which may correlate with the part of the body used/ method used.

	Use of physical restraints (describe type of restraint and body part/s restrained – ex. use of rope to tie survivor’s hands)
	Medical

Identify injuries resulting from restraints.

Forensic:

Identify patterns of injury which may correlate with the type of restraint, or when possible, to help recover the restraint for evidence.

	Biting (describe where on the survivor’s body)
	Medical

Antibiotics should be given as appropriate and if not covered by STI presumptive treatment.

Forensic:

Identify patterns of injury. 

Evidence collection – ex. to identify need for swabbing for saliva.*

	Strangling 
	Medical

Airway should be assessed carefully.

Forensic:

Identify patterns of injury (signs of injury on neck, petechiae on sclera of eyes, hoarse voice). 

	Burning (describe where and with what)
	Medical

More severe burns will require fluid resuscitation, pain control and burn care. Consider transfer to a regional burn centre for more severe burns (if possible).

Consider risk of tetanus.

Forensic:

Identify patterns of injury.

Correlate the type of burn found with the history.

	Threat of harm (describe the type of threat)
	Forensic:

Threat of harm by an assailant toward a survivor or another person is important to document.  Threat of harm can corroborate lack of physical injury when victims choose not to struggle due to fear of a threat. 

	Loss of consciousness
	Medical

To guide the physical assessment of a head injury; clinically explain retrograde amnesia (i.e. survivor does not recall the events of the rape); evaluate possible drug-induced coma.

Forensic:
Investigate drug-facilitated rape; document physical findings consistent with head injury, strangulation or other injuries that could result in loss of consciousness. 

	
	


* Various forms of evidence can be collected in the rape exam.  However, much of this evidence requires advanced scientific analysis (DNA analysis, etc).  If a sample is not able to be stored, analyzed AND/OR is not admissible in court – DO NOT COLLECT IT. A careful account of the interview itself and a detailed description of a survivor’s injuries will constitute evidence collection.

§Pattern of Injury: describes any injury or group of injuries that give some clue as to what specific instrument was used and/or how the injury was caused.
Note: page 52-53 of the WHO/UNHCR manual, Annex 7: Forensic evidence collection, provides instructions on sample collection.  

Handout 12.2: The head to toe examination

The survivor should be draped with a sheet (or cloth) to avoid unnecessary exposure. She can also remove/put back on clothing as the exam proceeds so she stays as covered as possible (ex. she can have a shirt on during the genital exam). Always protect the survivor’s right to dignity and privacy, even if you are alone in the room with her. When, by choice of the survivor, there is a support person for the survivor in the room, the support person should not be in a position where she can see the exposed area of the survivor. At all times the survivor should be exposed only to the health care provider. If the survivor is a child, ask the child where she would like the support person to stand. 

Remember to explain to the survivor what part of the body you are going to examine, why and ask for his/her consent before touching her.

The lists below provide examples of what a health care provider should focus on when performing a systematic head-to-toe examination
.  
	Head, Neck and Oral Examination

	· Inspect the survivor’s hair and scalp for bleeding (or dried blood), swelling, abrasions and trace evidence (ex. fibres, leaves, etc.). Matted, sticky hair could be caused by seminal or body fluid.

· Injuries related to hair pulling.

· Injuries caused by biting (ears, nose, cheeks).

· Injuries caused by sharp instruments (ex. slashing the face) or by blunt force (ex. punch in the nose).

· Injuries related to attempts to silence the survivor (ex. rag stuffed in her mouth).

· Injuries to lips, gums, palate and throat from forced oral sex.

· Examine the neck for evidence of bite and suck marks, stab wounds, marks from attempted strangulation (by hand or by cord/rope). 


	Upper Body: Arms, Chest, Torso

	· Injuries/marks on wrists from restraints (by cord/rope).

· “Defensive injuries” – wounds on arms and/or hands which are held in a defensive position (could be bruises, sharp or blunt force trauma).

· Injuries to hands – including defensive injuries, burns (ex. cigarette burns to the palms).

· Injuries to breasts from biting, sucking, squeezing, pulling, pinching, burning (ex. cigarette burns), slashing or piercing.
· Injuries to chest and abdomen from whipping, kicking, punching, stabbing, biting, cutting. Document if the injury reflects the shape of the article used to inflict it (ex. electric cord, belt buckle).
· Examine the abdomen noting injury patterns that predict internal damage (ex. a boot print bruise on the lower abdomen could correlate with damage to the small intestine).


	Lower Body: Buttocks, Legs (genital and anal areas will be discussed separately)

	· Injuries or marks lower legs from restraints.

· Injuries to buttocks or legs from whipping, kicking, punching, stabbing, biting, cutting. Document if the injury reflects the shape of the article used to inflict it (ex. electric cord, belt buckle).
· Burn injuries including from cigars or cigarettes (especially on the soles of feet).


Handout 12.3: Examination of the external genitalia

NOTE: Most survivors do not present with visible genital injury. Studies indicate that less than 30% of pre-menopausal women have genital injuries and less than 50% of postmenopausal women have genital injuries from forced sex. Absence of genital injury does not mean a survivor has not been raped!
General guidelines of performing the genital exam:

1. Use the survivor’s history to guide your exam. For example, if the survivor states she did not receive any vaginal trauma nor was she penetrated vaginally, you do not need to examine her vagina. Likewise, if the survivor states there was no anal penetration or trauma, you will not examine her anus.

2. Ensure you have a sheet or cloth to drape over her abdomen. This will help her to preserve modesty and to feel covered, but you will still be able to view the survivor’s face during the examination and maintain communication. Consider using pillows or blankets to elevate the woman’s head so she can see you and so she can speak easily and maintain eye contact throughout the exam. (Note: If the woman is unable to lie on her back for the exam, she can lie on her side with her knees slightly bent).

3. Tell the survivor that you will explain each phase of the examination as it moves along and she can ask questions and/or stop the exam at any time.

4. Although this must be done before any part of the examination, before touching the physically and emotionally sensitive area of the female genitalia, it is extremely important to remember to tell the survivor what you are going to do and ask permission to do it. For example, “I am going to examine your vagina for signs of injury. I will gently touch you with my hands and then look for signs of injury. When I am done, I am going to write down what I see. You should tell me if you are having pain while I am examining you or if you want me to stop. Do you have any questions now? May I start?” (Adjust language to use words with which the survivor is familiar and comfortable).  

5. Avoid using sexually charged words and phrases (that you may not be aware that you are using), such as: “Spread your legs.” Replace this phrase with, "Let your legs drop to the side.” 
Female Genitalia
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	Possible findings on female genitalia 

	*Remember most female survivors will not have genital injuries!

· Matted, sticky pubic hair may possibly be the result seminal or body fluid.

· There may be injuries from blunt trauma to the external and internal genitalia, including abrasions, bruising and lacerations.

· The posterior fourchette is the point of greatest stress when forceful stretching occurs and the point of first contact of the penis with the vagina. It is the most common site of injury (often described as “acute mounting injury”).
  Other common sites of blunt trauma injury are the labia minora, the hymen and the fossa navicularis.

· Vaginal bleeding, other than menses, is an indication for and further evaluation and possible specialist consultation. 

**  Vaginal lacerations can cause lasting and serious complications for female survivors of sexual violence.  It is important to assess lacerations and determine if a survivor is at risk for developing a fistula (discussed separately).  



	Documenting Female Genital injuries
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It is useful to use a clock to describe the location (e.g., 3 o’clock, 7 o’clock) of genital injuries. Injuries to the fourchette most often occur between 5 and 7 o’clock. 




Male Genitalia
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	Possible findings on male genitalia 

	· Injuries from blunt trauma to genitalia, including abrasions, bruising and lacerations.

· Differential diagnosis of swellings /hyperaemia include inguinal hernia, hydrocele, and haematocele.

· Common penile injuries include abrasions and hematomas.

· Look for testicular torsion – this is a surgical emergency and requires immediate referral.

· If urine contains a large amount of blood, consider penile and/or urethra trauma.


	Examination of the anus (both female and male)

	· Injuries from anal assault including redness, swelling, bleeding, mucosal lacerations, fissures – from blunt trauma.

· Bleeding from the anal area is an indication for further evaluation. 

· Look for secretions, foreign materials.

· Injury to the anus and rectum is usually a result of overstretching of the anal sphincter from a penis or other objects (bottle, broomstick, fire poker).  

**  If collecting, storing and analyzing swabs from a female survivor for forensic evidence is possible in your setting and this evidence is admissible in court, do the anal swab first because if take the vaginal swab first there is a risk that vaginal fluid may leak to the anus and contaminate the sample.


Handout 12.4: Evaluation for vesico-vaginal and recto-vaginal fistulae

The physical exam for fistula requires advanced skills. Only health care providers familiar and comfortable with these techniques should perform such exams.  

Fistulae (holes or false passages) between the bladder and the vagina or between the rectum and vagina can develop as a result of injury to the soft tissues of the vagina during sexual assault. Fistula can also result from female genital mutilation (FGM) and from obstructed labour. Most fistulae are obstetric not traumatic. 

A fistula between the bladder and the vagina is called vesico-vaginal fistula (VVF).  Women and girls with vesico-vaginal fistula suffer urinary incontinence.  They are also very prone to repetitive and complicated urinary tract and bladder infections (cystitis). Survivors with fistula may also have vaginitis with foul-smelling discharge.

A fistula between the rectum and the vagina is called recto-vaginal fistula (RVF). Women and girls with recto-vaginal fistula are often incontinent of stool, and they suffer the same symptoms of women and girls with vesico-vaginal fistula (urinary tract infections, bladder infections, pelvic and vaginal infections).

Because fistulae are serious medical complications, survivors who are suspected of having a fistula during an exam should be referred to the nearest referral centre with a gynaecologist. 

Early referral is essential because in an early stage, some fistulae can be repaired without surgery. However, most fistulae will need specialized surgical care. Therefore, it is important to refer all survivors suspected of fistulae as soon as possible. 

How to assess a survivor for referral to a fistula surgical centre 

Ask the survivor the follow questions:

1. Is she incontinent of urine or faeces? Use language familiar to the survivor (for example, ask if she has trouble controlling her urine, or if she is unaware of when she is urinating or passing stool). 

2. Is she having excessive bleeding or vaginal pain?

3. Does she have vaginal discharge with a bad smell or a greenish or yellowish colour?

Any survivor incontinent of urine or stool is VERY LIKELY to have a fistula requiring surgical repair and needs referral to the nearest surgical centre.

Handout 12.5: Documentation of injury

Recognition and documentation of injuries is an essential step in the examination of a survivor. Non-genital injuries are often more apparent than genital injuries.  Although many of these injuries may not need medical treatment, they can have significant forensic value and need to be appropriately documented.

The written description of the injury should be kept simple and accurate.

The following characteristics of the injury should be included: 

1. Site of injury - the exact location of the injury should be clearly stated.  Correct anatomical terms should be used.  Remember to specify whether “right” or “left” when applicable.

2. Type of injury - describe the type of injury (e.g., contusion/burn/stab wound).

3. Size of injury - use a ruler to measure wounds – document length and width of the injury.  

4. Shape of injury - if the injury has a specific shape, describe it (circular, curvilinear, linear, triangular, etc.).  An injury can have a shape and pattern similar to the object that caused it. 

5. Colour of injury - in simple terms, describe the colour of the injury.  It is important to note, the colour of an injury is not an accurate estimation of the age of the injury, as colour can vary depending on many factors, including depth of injury, skin pigmentation, and the lighting of the examination area. 

6. Record pain or tenderness.

7. When relevant, document a survivor’s response when asked about a specific injury and write it down in quotes. For example, “That bruise is from where he kicked me when he was trying to pin me to the ground.”

8. NOTE: Many injuries are difficult to describe, and, as such, words alone may fail to describe the injuries adequately.  For this reason, health care providers should ALWAYS mark all injuries on the body diagrams in addition to providing a written description.

Handout 12.6: Documentation do’s and don’ts

Below are examples of sentences that could be used in the documentation of a medical history of a rape survivor. 

Please read each sentence and check the appropriate box: “Do” – if you think the statement is properly worded and appropriate or “Don’t” – if you think the statement is worded poorly or inappropriate.

	Statement
	Do


	Don’t

	1. She alleges that she was raped by 3 of the guards at the camp.


	
	

	2. “He said ‘I am going to kill you and your family’ and hit me in the face.”


	
	

	3. “He then put a bottle inside me.” She points to her vagina when asked where inside of her.


	
	

	4. She was hit in the face because she has a bruise on her/his face.


	
	

	5. She claims that the soldier threatened her with a gun.


	
	

	6. “He choked me with his belt” but there are no marks on her neck.


	
	

	7. She describes her pain as similar to when she gave birth to her first child.


	
	

	8. She was walking alone at night even though everyone knows it is dangerous.


	
	

	9. I believe she was raped.
	
	

	10. She cried throughout the giving of the history.
	
	


Handout 12.6: Case history and examination

Margret A., 21 y.o.

Margret presents to your clinic at 10am on 25 August 2007. She was attacked on the night of 23 August 2007. She is clinically stable.

“I had gone to the river to fetch some water and was returning on the main road to the camp. The sun was setting, but I could still see the road. I was a few minutes from the main gate of the camp, when 3 men jumped out of the bushes. I guess one or more of them knocked me over, I fell on my bottom and my jerry can also fell and water was spilling out.”

Margret starts to move around in her seat and stares at the ground.

“One of the men grabbed my legs and dragged me into the bushes. I started screaming, but then one of the men pulled out a knife and said if I made any more noise he would cut my throat. I couldn’t see any of their faces as by now it was completely dark.

I was sitting up, but one of the men was still holding my feet on the ground, another man was standing holding the knife. Then a man from behind me grabbed my head and pushed me back on the ground. So there were 2 men holding me to the ground, one at my feet and the other was holding my head. I was struggling as best I could, but their grip only got tighter.

Then the other man with the knife stood over me then bent down and put the knife to my cheek.”

Margret now starts shaking and crying.

“He then cut my cheek. It hurt so much, I cried out. He put the knife deeper in my cheek and said I should shut up or else he would put it in my heart.”

Margret is now sobbing and has to stop talking for a few minutes.

“Then he used his knife to cut off my dress. The other men were still holding me down and I didn’t dare move. Then he told the man holding my legs to move away and the man with the knife pulled down his pants and raped me. After he was done, he got off of me and told the other man to kill me and then walked off through the bushes. 

I started crying and begged them not to kill me. The 2 men took the knife and pulled me up on my feet. One man put the knife to my throat and cut me. Then both men ran away.

I tried to cover myself with my torn dress and I ran back home. I didn’t have any water to bathe, so I just sat in my house and cried and cried. The next morning, I went to the river and washed myself for hours.”

Medical history: She has not known previous medical conditions, no known allergies, and her last menstrual period was 2 weeks ago.

Examination:

She was calm and did not say a word during the entire examination except to nod or say yes that she understood what you, the health care provider, explained.

The head and neck examination revealed no significant abnormalities other than a 3.5cm straight cut on her right cheek that was clean with a scab (crust) over it and no redness or pus and a 2cm straight cut on the left side of her throat which was also clean with a scab (crust) and no signs of infection.

Examination of her breasts and chest revealed no significant findings. Her back had several old circular scars 0.5cm diameter each which she said were from her childhood when she had treatment for fever. You did not have a stethoscope so you did not listen to her chest.

Her arms and belly had no marks on her skin, bruising or tenderness. 

Her legs revealed bluish purple bruising around both ankles. – extending from below the ankle bones to the beginning of the calves (approximately 6cm, but irregularly shaped).

Buttocks examination revealed multiple scrapes, 3 on the right buttock, each measuring approximately 5cm length and 2 on the left buttock – 1 3cm length and the other 8cm length.

Genital examination showed no injuries. No speculum examination was done and no magnifying glass was available. No anal examination was done as she denied any anal involvement.

You did a rapid pregnancy test which was negative.

You did not collect any samples.

Handout 12.7:  General guidelines for completion of the medical certificate

If a medical certificate or police form is required by law, remember this could have negative consequences for the survivor. This requirement must be discussed with a survivor as part of the informed consent process.

Even when there is no official document, it may be useful for the survivor to have a document stating that she sought medical care following a rape and indicating the key findings. If it is determined that it is useful in your context and it is something that the survivor wants and is safe for her to have, the document could follow the structure of the sample medical certificate in Annex 8 of the WHO/UNHCR manual (with another copy locked away with the survivor’s medical file).

If it is not safe for the survivor to have a copy of her medical certificate, you should discuss your concerns with her and she can decide whether or not she wants to take the risk of having a copy. If she decides she does not want a copy, inform her that you will have a copy locked away with her medical file should she want it in the future.

The points below are important to remember when completing the form:
1. Use your own handwriting and write as legibly as possible. Don’t use abbreviations.

2. Write your name and signature (the health care provider doing the exam) on every page.

3. Write the name of the survivor and exact date and time of examination on every page.

4. The survivor’s narrative of the rape, in her own words. Note: on the WHO/UNHCR sample certificate, there is no space for the provider to recount the survivor’s story. Therefore, create a space on the certificate to summarize this story. 

5. Avoid words phrases like “the patient alleges” or “the patient claims”. Instead use phrases like “the patient states that….” or use direct quotes from the patient.

6. The findings of the clinical examination – using medical terminology. 

7.
Describe the wounds in detail – size, shape, colour, site, age (very difficult to determine with accuracy – see #7), and any negative findings.

8.
Remember, health care providers should describe the location and types of injury without coming to a diagnosis.  Examiners should not conclude that they observe a “5 day old bruise” but instead describe the location, colour, size of the bruise.

9.
When exam findings match the history given by the survivor the examiner should also document "the bruising on her left cheek is consistent with blunt force trauma,” “The lacerations noted on the patient’s right inner thigh are consistent with her history.” But, do not make assumptions regarding causality (i.e. “the bruise on her leg is from her being kicked by the perpetrator”).

10.
The types of samples taken (if any).

11.
The conclusion. For example, “My findings are consistent with her story,” or “The absence of injuries does not exclude rape.”

Handout 13.1: Key points on prescribing medications

Below is a list of basic information that should always be considered whenever prescribing medication and some specific information on the medications used in this setting. It does not include all side effects and should not be used as a prescriber’s only reference.
GENERAL INFORMATION:

You will most likely be prescribing many medications at once for a survivor. Taking multiple medications at one time often causes nausea and/or vomiting. The medication can be taken on the same day - consider spacing the medications and advise the survivor to take the medications with food to minimize side effects. You may also consider prescribing an anti-emetic.

If a patient vomits an oral medication within 20 minutes of administration, her body likely did not absorb it fully – she may need another dose. If she vomits more than 20 minutes after taking an oral medication, her body likely absorbed the medication and the dose does not need to be repeated.

Explaining the possible side effects of each medication (especially PEP since the individual will be taking it for 28 days) will help the survivor better understand and adhere to the regimen.

Allergies can occur with all medications – always check if a patient has any known allergies before prescribing any medication. If a patient develops a severe allergic reaction, stop the medication(s) immediately. 

SPECIFIC SIDE EFFECTS
:

Note: “gastrointestinal disturbances” can include nausea/vomiting, abdominal pain/ cramps and/or diarrhoea/constipation.

Contraindicated in pregnancy/breastfeeding:

Ciprofloxacin – gastrointestinal disturbances, headaches, dizziness, insomnia. Rarely hallucinations, seizures photosensitivity, kidney disturbances, muscle/joint pains, tendon damage (do not use if patient has had previous tendon damage from fluoroquinolone use), haemolytic anaemia in patients with G6PD deficiency. 

Pregnancy – contraindicated except if vital. 

Breast-feeding -contraindicated except if vital. 

Avoid in children under 18 years old.

Doxycycline – gastrointestinal disturbances, oesophageal ulcerations, photosensitivity. 

Pregnancy –contraindicated. 

Breast-feeding – avoid unless no other treatment alternative. 

Do not give to children under 8 years old (may damage teeth). 

Do not administer to patients with tetracycline allergy.

Acceptable in pregnancy/breastfeeding:

Cefixime – gastrointestinal disturbance, rarely headaches and dizziness. 

Pregnancy – no contraindication. 

Breast-feeding – no contraindication. 

Caution when giving to patients allergic to penicillin.

Ceftriaxone – gastrointestinal disturbances. Rarely liver and pancreas disorders, haematological disorders (anaemia, leucopoenia, thrombocytopenia), kidney disturbances.

 Pregnancy – no contraindication. 

Breast-feeding – no contraindication.

Caution when giving to patients allergic to penicillin.

Azithromycin– gastrointestinal disturbance. 

Pregnancy – not recommended, but no specific contraindication. 

Breast-feeding – no contraindication.

Note: The use of Azithromycin for syphilis is only recommended for presumptive treatment (within 1 week of rape) for incubating syphilis – in rape survivors in humanitarian crises (as injectable penicillin may be less useful/available in crisis situations). If a survivor presents more than 1 week after treatment, use penicillin.

Erythromycin – gastrointestinal disturbances. 

Pregnancy – no contraindication. 

Breast-feeding – no contraindication.

Amoxicillin – gastrointestinal disturbances. 

Pregnancy – no contraindication. 

Breast-feeding – no contraindication.

Do not give to patients allergic to penicillin.
Benzathine benzylpenicillin – gastrointestinal disturbances, Jarisch-Herxheimer reaction in patients with syphilis (fever, chills, headache, muscle aches – usually lasts a few hours). 
Pregnancy – no contraindication. 

Breast-feeding – no contraindication.
Do not give to patients allergic to penicillin.

Metronidazole – gastro-intestinal disturbances, headache, dizziness, brownish urine. Do not drink alcohol during treatment. 

Pregnancy – Contraindicated in the first trimester of pregnancy. 

Breast-feeding – avoid, if used, divide into smaller doses.
Zidovudine – do not administer to patients with severe haematological disorders (leucopoenia, anaemia). May cause haematological disorders – but unlikely within the first 20-30 days of treatment (monitor blood count if possible, otherwise check for signs of anaemia), gastrointestinal disturbances, headache, muscle ache. Rarely liver disorders, lactic acidosis. 

Pregnancy – no contraindication. 

Breast-feeding – not recommended.
Lamivudine – often well tolerated. Gastrointestinal disturbances, haematological disorders (especially in combination with Zidovudine) (neutropenia, anaemia, thrombocytopenia), muscle aches, rarely liver/pancreas disorders. 

Pregnancy – no contraindication. 

Breast-feeding – not recommended.
Levonorgestrel – nausea may cause spotting or light bleeding within 7 days following administration. 

Pregnancy – will not terminate an on-going pregnancy and no known harm to foetus.

Breast-feeding – no contraindication.
Hepatitis B vaccine (both types) – minor local or general reactions (pain, redness at injection site, fever, headache, muscle ache). Rarely anaphylactic reaction, serum disease, lympadenopathy, peripheral neuropathy. 

Pregnancy – only administer if there is a high risk of contamination. Breast-feeding – no contraindication.

Tetanus vaccine (TT) - postpone if patient has a severe acute febrile illness (minor infections are not contraindications). May cause local reactions. 

Pregnancy – no contraindication. 

Breast-feeding – no contraindication.
Tetanus Immonoglobulin (Human) – do not administer measles vaccine during 6 weeks after injection of TIG (may reduce efficacy). Ensure injection does not enter a blood vessel (risk of shock).
Pregnancy – no contraindication. 

Breast-feeding – no contraindication.

	Handout 13.2: Scripts from Post exposure prophylaxis to prevent HIV infection: joint WHO/ILO guidelines on post exposure prophylaxis (PEP) to prevent HIV infection.

	[image: image5.wmf] 


	

	[image: image6.wmf] 


	

	[image: image7.wmf] 


	

	[image: image8.wmf]
	[image: image9.png]callad safer sex or profacted sex is a sat of praciies that are designed (o reduc the risk of
infscton duing s=pal acitBs 10 avoid developing sexually ransmited infectons, inclucing
HIV. Comerssly unsafe 5o efas 10 angaging n sexual actives wihout he use o any baiier
Coriracspion o other Measuras 1 prevertthe ransmisson of sexually ransmitad nfecions.
You shouldalso avoid sharing nsedos 0 ijectdrugs.

How doss the post-exposure prophyiaxis programme work?
Adpracoorsing o locsl programme arangements |

The fist ims we see you, we wil 3s you quesions abou the cicumsiances o tho sexual
553U 10 snsure thatyou woUI bensftfom post-oxposura rophylaxis. e il hen alk 0 you
about aking an HIV ost. A healih cars worker willake your halh isory, exarmins you and
evaluats whethar you have bsen oxposad 1 the fisk of HIV focton.

130u e considared tobe a ik f geting HIV nfection a5 a sl of he oxposure, you illbe:
ofersd a 28-day course of PEP madicine. At your frst vii, you il ghen snough macicins 0
1ast you unl your sacond appoiniTar, which wil be usuallybe wiltin insart 35 3ppopTaE]
days of s s appoinment

We il as help you 1 make arangemerts o sse an HIY counssllor and © gat your HIY test
esus. A1 time, yourcounselr o heakthcaro provide vl al ore about s <ips you can
{ake 1 halp you avoi wansmitng HIV i the unlkoly ovant you do bacome nfeciad 3 a fssuliof
J0Uf recant exposur and how you can avoid HI infection n he fuure. The counsslor o heali
caro provider il want 0 snsuio that you 1o taking your meclcine correctly and oferatig i el

At your second appoimmen, assuring you were naly prescribsd a siarerpack, you wil be
Given the est of your courss ofredicine. T fa5uls of other (15 you may Fave Fad wil also
be reened You may be reforad for more counseling or 1o ther services that might help ou
1 you necd ar wan t, yau can sas the IV counsallr ar healih cara proidsr again. Contact
detaisare given at the botom of this nformation shioet.

You will b askad 12 ratum for another IV ast in six wseks, n thres morshs and again i <ix
manths fmocity as aoproprara). This f o ansura that you have stayect HIV negatv. I, howaver,
you should bacorms HIV posiive, we il ofer you both healh care and futhr support

What other resources are avalable?
[Modity according o localaaiabiy]

W can refe you © a varity of counseling servioss and menil health programmss, egal
Senices and iher resourcas. Wa can assist you i accassing hass senvioss. Plasa Bt Us know
whather thers i any ther way wa can hap you.

1 you have any turther questions.
For Quesions o problems elaied 1 i pograrima o your mecicines, al frsetsovant et
Contact decals

To schedulaorfeschedul an appoimmary, coniact he clnc at inser eevant deri].





	[image: image10.wmf]
	[image: image11.wmf]


Handout 13.3: Case studies

CASE STUDY 1:

An adult woman survivor comes to the clinic 36 hours after being raped. She states she was raped vaginally and the perpetrator ejaculated inside of her. She has no injuries on exam. She states she wants all available treatment. She states she has no allergies that she knows of and she had a negative pregnancy test.  

The treatment offered to the survivor should include:

	To prevent:
	Treatment

	Gonorrhoea
	

	Chlamydia
	

	Syphilis
	

	Trichomoniasis (if prevalent)
	

	HIV transmission
	

	Pregnancy
	

	Tetanus
	

	Hepatitis B (if appropriate in setting)
	

	Wound infection
	


CASE STUDY 2:

A 42 y.o. woman severely beaten and sexually abused by a soldier, 2 days ago, presents to your clinic. She states the soldier was unable to achieve sufficient erection for vaginal penetration. The survivor states she was forced to perform oral sex on the perpetrator who did not achieve erection nor ejaculate. On examination, there are multiple bruises around the face, legs and abdomen. There is a laceration on the forehead and abrasions on the elbows. The woman is very concerned about HIV and wants all possible treatment. 
She has no allergies.

The treatment offered to the survivor should include:

	To prevent:
	Treatment

	Gonorrhoea
	

	Chlamydia
	

	Syphilis
	

	Trichomoniasis (if prevalent)
	

	HIV transmission
	

	Pregnancy
	

	Tetanus
	

	Hepatitis B (if appropriate in setting)
	

	Wound infection
	


Handout 14.1: Psychological first aid

Most individuals experiencing acute mental distress following exposure to extreme stressful events are best supported without medication. All aid workers, and especially health care providers, should be able to provide very basic psychological first aid (PFA). PFA is often mistakenly seen as a clinical or emergency psychiatric intervention. Rather, it is a description of a humane, supportive response to a fellow human being who is suffering and who may need support. PFA is very different from psychological debriefing in that it does not necessarily involve a discussion of the event that caused the distress. PFA reflects the principles of a survivor-centred approach. It encompasses:

1. Protecting from further harm (in rare situations, very distressed persons may take decisions that put them at further risk of harm); 
2. Providing the opportunity for survivors to talk about the events, but without pressure. Respect the wish not to talk and avoid pushing for more information than the survivor may be ready to give;
3. Listening patiently in an accepting and non-judgmental manner;
4. Conveying genuine compassion;
5. Identifying basic practical needs and ensuring that these are met;
6. Asking for survivor’s concerns and trying to address these;
7. Discouraging negative ways of coping (specifically discouraging coping through use of alcohol and other substances; explaining that people in severe distress are at much higher risk of developing substance abuse problems);
8. Encouraging participation in normal daily routines (if possible) and use of positive means of coping (e.g. culturally appropriate relaxation methods, accessing helpful cultural and spiritual support);
9. Encouraging, but not forcing, company from one or more family member or friends;
10. As appropriate, offering the possibility to return for further support;
11. As appropriate, referring to locally available support mechanisms or to trained health care providers.
Handout 14.2: Basic guidelines for a mental health evaluation, psychological support and medications

Basic guidelines for a mental health evaluation

Note: This is not a comprehensive training/guideline on the evaluation of mental health. It provides some basic principles/skills to assist survivors. If competent counsellors or other experts in the field are available, enlist their help in evaluating and caring for the psychological needs of the survivor.

Evaluation of a patient’s psychological well-being should be done for every patient (survivor or not). It does not have to be a formal evaluation. Most of the time, you can assess this by simply observing someone’s body language and how she responds to your questions and to her surroundings. With a survivor, it is important to not only observe but ask directly about psychological symptoms.

Survivors may or may not suffer from psychological sequelae after rape. However, it is the health care provider’s responsibility to evaluate, educate and follow-up survivors to assist them after rape.

It may feel uncomfortable for you to ask these types of questions, but it is important for you to obtain this information in order to provide proper care. Once you have asked these kinds of questions a few times, it will get easier.

Survivors may also not feel comfortable answering these questions. Remember to use your survivor-centred skills and never force anyone to answer a question s/he is not willing to answer. For survivors who are suffering psychological sequelae, your role is to provide support (and treatment, when necessary), but not to force someone into receiving psychological support (severe suicidal ideation is the one exception. In that case the survivor at risk should not be left alone).

What do you want to know? Here are some basics to evaluate:

1. Are you eating okay? (And if not, why? Is it a problem with appetite/taste of the food/lack of availability/a physical problem like nausea, vomiting or diarrhoea?)

2. Are you sleeping okay? (And if not, why? Nightmares, feeling anxious, issues with safety, oversleeping because of no energy, etc.)

3. Are you able to do the things you want or need to do during the day? (And if not, why? Physical complaints, no energy, fear of leaving the house, difficulties in concentrating).

4. How is the relationship with the spouse/family? Do they know what happened? (If yes), how did they react? Is it affecting your relationship (if so, how)? How is the support from your spouse (and family)? How do you feel the assault has affected your relationships with your spouse and family?

5. How is the relationship with your friends and neighbours? Are there any difficulties?

6. Do you have any thoughts of hurting yourself? (If yes), can you describe what thoughts you have been having? Possible follow-up questions include: Have you thought of how you would hurt yourself? What is your plan? Do you think you would actually do it?

The reasons to ask these follow-up questions are to establish how far the thoughts of suicide have progressed. Many people (survivors and others) have had thoughts of hurting themselves, but have not actually made a plan. Making a plan for suicide establishes an increased level of commitment to the act and should be taken more seriously. If you conclude that someone is at acute risk for suicide, immediate intervention is necessary (do not leave the person alone) (see below).

Psychological support

Psychosocial support should be offered to all survivors. Remember to use the principles of psychological first aid. You do not need to be a trained counsellor to provide basic psychosocial support. If there are no adequate psychosocial support services (or mental health services) available, YOU can use basic active listening skills to provide support. 

Often having someone the survivor can trust and who will listen to them without judgment is an effective treatment. You, as her/his health care provider can be that person- do not underestimate the help you can provide by just offering your time to listen. You can also suggest confiding in someone else (spouse, friend, etc.).

What should I say?

As long as you remember your survivor-centred skills, you will be able to help. Use open-ended questions and allow the survivor to speak freely without interruptions. Do not force the survivor to talk, share emotions, etc. Inform her/him that it is common for people to have strong, negative emotions or feel numb after such a serious physical and emotional event. Also, inform the survivor that s/he may suffer from difficulties sleeping, eating, and continuing daily activities. While these will often decrease with time, s/he can come to the clinic to discuss these problems with you at any time.

What to do if psychological support services are available:

Know the psychological and social support available in your community and how the survivor can access the services (where, when, cost, confidentiality, quality etc.).

Not all survivors will need referrals. Referrals are appropriate in cases where you feel you cannot properly treat the survivor’s psychological and social problems – either on the initial evaluation or on follow-up visits. In most cases, a referral on the initial visit is not appropriate, but information that a referral is possible is appropriate to give to the survivor at the initial visit. Referrals are NOT a substitute for the basic care you offer a survivor.

What to do if you think a survivor is at acute risk for suicide:

Ensure the survivor is out of immediate danger – i.e. have she taken any medications or suffered serious injury needing immediate medical treatment. She should not be left alone; ask a family member or friend to spend time with her – especially if she has attempted suicide and you think she is at risk for harming herself again.

If the family is not interested in the survivor’s well-being, try to contact more distant family members or friends for support. If this fails, consider any women’s groups, religious groups, etc. that could provide support. If one of these groups can offer accommodation, it may be appropriate for the survivor to seek temporary shelter.

Once the immediate risk is gone, involve the survivor in regular psychological support until she feels more in control of her problems. If she is depressed, try to make a referral to a specialist. If no specialist is accessible/available, consider antidepressant medications (see below). However, be aware that treatment takes 3-4 weeks to show effects and support during this time is essential.

The survivor should also be referred to the nearest hospital if the suicide attempt was serious and life-threatening; thoughts of suicide persist despite support; there is a serious mental illness (like psychosis): and/or there is a repeated suicide attempt.

Medications
 - only for use for severe psychological reactions!

Only treat psychological symptoms with medications if absolutely necessary – in MOST cases, survivors will NOT require medication!

When should you consider medication? And which medications?

If a survivor exhibits severe acute psychological symptoms – i.e. SYMPTOMS ARE LIMITING BASIC FUNCTIONING (such as not being able to talk to people, for at least 24 hours):

1. Make sure the survivor is physically stable.

2. Diazepam 5-10mg tablets – 1 tablet at night time up to 3 days maximum.

3. Refer the survivor to a mental health professional, if possible.

4. If no referrals available, re-evaluate the survivor daily – adjusting the regimen appropriately.

5. Do not use diazepam with the aim to reduce anxiety, although it may be indicated for problems sleeping for a few days. Be very cautious: benzodiazepine use may quickly lead to dependence, especially among very distressed survivors. 
If a survivor complains of severe, sustained distress lasting at least 2 weeks AND the incident occurred within the last 2-3 months AND the survivor is asking for more intense treatment AND you cannot refer her:

1. Consider trial of imipramine, amitryptiline or similar antidepressant medicine. Dose 75-150mg at bedtime (starting with 25mg dosing and adjust if necessary). 

2. Watch out for side-effects, such as a dry mouth, blurred vision, irregular heartbeat, and light-headedness or dizziness, especially when the survivor gets out of bed in the morning. 
3. Duration of treatment will vary with response.

If the incident occurred more than 2-3 months ago AND psychological support is not reducing highly distressing or disabling trauma-induced symptoms, such as depression, nightmares, or constant fear AND no referrals are possible:

1. Consider a trial of an antidepressant (see medications listed above – imipramine, etc.).

If a patient is suffering from psychological symptoms/illness - regardless of the type of symptoms, diagnosis or treatment given - follow-up is critical. Even if you refer a survivor to a mental health professional, it is important to also follow-up on the survivor’s symptoms yourself.

 ADDITIONAL RESOURCES:

IASC Guidelines on Mental Health and Psychosocial Support in Emergency Settings, © Inter-Agency Standing Committee 2007. (in English, Arabic, French, Spanish) http://www.humanitarianinfo.org/iasc/content/products/default.asp

Action Sheet 8.3, IASC Guidelines for Gender-based Violence Interventions in Humanitarian Settings. © Inter-Agency Standing Committee 2005. (in English, Arabic, French, Spanish).

http://www.humanitarianinfo.org/iasc/content/products/default.asp
Mental Health in Emergencies: Psychological and Social Aspects of Health of populations Exposed to Extreme Stressors. © World Health Organization, 2003. http://www.whot.int/mental_health/media/en/640.pdf

Handout 15.1: Caring for child survivors – necessary research

	To research
	Comments
	Possible sources of information

	Where to get training on care for a child survivor?
	
	Professional associations may help identify health care providers who are willing to provide hands-on training. NGOs specializing in care of children may have trainings or know of appropriate contacts.

	What is the definition of a child (defined by the country's laws)?
	As per the U.N. Convention on the Rights of the Child, the definition of a child is any

person 18 years old or younger.


	Ministry of Justice; legal or child-focused NGOs, UNHCR, UNICEF.
“Legislation of INTERPOL member states on sexual offences against children,” provides information on the legal definition of a child in many countries (see below for website address).

	What are the laws regarding age of consent for sex and definitions of sexual violence against children? 
	Age of consent for sex, 

Categories &
definitions of sexual violence against children (as these may differ from definition of "rape" in different countries)
	Ministry of Justice; legal or child-focused NGOs, UNHCR, UNICEF.
Information on national laws regarding age of consent can be found on Interpol’s website: “Legislation of INTERPOL member states on sexual offences against children,” (see below for website address). 

	What are the laws about children and consent for medical care? 
	Who provides consent? 

At what age can a child provide consent?

Are there mechanisms for 3rd party consent where the legal guardian or parent
is not available or is the suspected perpetrator?
	Ministry of Justice; legal or child-focused NGOs, UNHCR, UNICEF.


	What are the laws and protocols regarding mandatory reporting? 
	Who has to report? 

Report to whom? 

When is the reporting obligation triggered (i.e. for what acts? does a report need to be filed if there is a suspicion of rape or higher
level?)? 

What is reporting process? 
	Ministry of Justice; legal or child-focused NGOs, UNHCR, UNICEF.


	What are possible/ likely outcomes of the reporting for the child?
	What are the possible legal outcomes?

What are the possible psychosocial and physical outcomes? (both positive and negative outcomes)
	Child-focused NGOs; UNHCR, UNICEF, health care providers with experience in caring for child survivors.

	How is best interest of the child determined? 
	Is there local guidance?
	Professional association’s ethics committees; paediatrics associations; child-focused NGOs; UNHCR, UNICEF

	Referral possibilities for legal, psychosocial, support services
	
	Local/regional health facilities; UN agencies; local/national/international NGOs and associations of professionals (lawyers, doctors, counsellors, etc.)


Resources

World Perspective on Child Abuse, 7th edition. © 2006, International Society for Prevention of Child Abuse and Neglect, U.S.A.

http://www.ispcan.org/wp/World_Perspectives_2006.pdf

Preventing Child Maltreatment: a guide to taking action and generating evidence. © 2006 World Health Organization (and International Society for Prevention of Child Abuse and Neglect)

http://whqlibdoc.who.int/publications/2006/9241594365_eng.pdf

Child Rights Information Network

http://www.crin.org/reg/country.asp?ctryID=8&subregID=4

“Legislation of INTERPOL member states on sexual offences against children,”  http://www.interpol.int/Public/Children/SexualAbuse/NationalLaws/
UNHCR Guidelines on Formal Determination of the Best Interests of the Child. © United Nations High Commissioner for Refugees. May 2006. 

http://www.unhcr.org/cgi-bin/texis/vtx/refworld/rwmain/opendocpdf.pdf?docid=447d5bf24
The Child Friendly Version of the UN Guidelines on Justice in matters involving child victims and witnesses. © UNICEF and United Nations Office on Drugs and Crime July 2005. http://www.crin.org/docs/UNGuidelines_E.pdf  
Handout 15.2: A summary of the rights under the Convention on the rights of the child

Article 1 (Definition of the child): The Convention defines a 'child' as a person below the age of 18, unless the laws of a particular country set the legal age for adulthood younger. The Committee on the Rights of the Child, the monitoring body for the Convention, has encouraged States to review the age of majority if it is set below 18 and to increase the level of protection for all children under 18. 

Article 2 (Non-discrimination): The Convention applies to all children, whatever their race, religion or abilities; whatever they think or say, whatever type of family they come from. It doesn’t matter where children live, what language they speak, what their parents do, whether they are boys or girls, what their culture is, whether they have a disability or whether they are rich or poor. No child should be treated unfairly on any basis. 

Article 3 (Best interests of the child): The best interests of children must be the primary concern in making decisions that may affect them. All adults should do what is best for children. When adults make decisions, they should think about how their decisions will affect children. This particularly applies to budget, policy and law makers. 

Article 4 (Protection of rights): Governments have a responsibility to take all available measures to make sure children’s rights are respected, protected and fulfilled. When countries ratify the Convention, they agree to review their laws relating to children. This involves assessing their social services, legal, health and educational systems, as well as levels of funding for these services. Governments are then obliged to take all necessary steps to ensure that the minimum standards set by the Convention in these areas are being met. They must help families protect children’s rights and create an environment where they can grow and reach their potential. In some instances, this may involve changing existing laws or creating new ones. Such legislative changes are not imposed, but come about through the same process by which any law is created or reformed within a country. Article 41 of the Convention points out the when a country already has higher legal standards than those seen in the Convention, the higher standards always prevail. 

Article 5 (Parental guidance): Governments should respect the rights and responsibilities of families to direct and guide their children so that, as they grow, they learn to use their rights properly. Helping children to understand their rights does not mean pushing them to make choices with consequences that they are too young to handle. Article 5 encourages parents to deal with rights issues "in a manner consistent with the evolving capacities of the child". The Convention does not take responsibility for children away from their parents and give more authority to governments. It does place on governments the responsibility to protect and assist families in fulfilling their essential role as nurturers of children. 

Article 6 (Survival and development): Children have the right to live. Governments should ensure that children survive and develop healthily. 

Article 7 (Registration, name, nationality, care): All children have the right to a legally registered name, officially recognised by the government. Children have the right to a nationality (to belong to a country). Children also have the right to know and, as far as possible, to be cared for by their parents. 

Article 8 (Preservation of identity): Children have the right to an identity – an official record of who they are. Governments should respect children’s right to a name, a nationality and family ties. 

Article 9 (Separation from parents): Children have the right to live with their parent(s), unless it is bad for them. Children whose parents do not live together have the right to stay in contact with both parents, unless this might hurt the child. 

Article 10 (Family reunification): Families whose members live in different countries should be allowed to move between those countries so that parents and children can stay in contact, or get back together as a family. 

Article 11 (Kidnapping): Governments should take steps to stop children being taken out of their own country illegally. This article is particularly concerned with parental abductions. The Convention’s Optional Protocol on the sale of children, child prostitution and child pornography has a provision that concerns abduction for financial gain. 

Article 12 (Respect for the views of the child): When adults are making decisions that affect children, children have the right to say what they think should happen and have their opinions taken into account. This does not mean that children can now tell their parents what to do. This Convention encourages adults to listen to the opinions of children and involve them in decision-making -- not give children authority over adults. Article 12 does not interfere with parents' right and responsibility to express their views on matters affecting their children. Moreover, the Convention recognizes that the level of a child’s participation in decisions must be appropriate to the child's level of maturity. Children's ability to form and express their opinions develops with age and most adults will naturally give the views of teenagers greater weight than those of a preschooler, whether in family, legal or administrative decisions. 

Article 12 (Respect for the views of the child): When adults are making decisions that affect children, children have the right to say what they think should happen and have their opinions taken into account. 

Article 13 (Freedom of expression): Children have the right to get and share information, as long as the information is not damaging to them or others. In exercising the right to freedom of expression, children have the responsibility to also respect the rights, freedoms and reputations of others. The freedom of expression includes the right to share information in any way they choose, including by talking, drawing or writing. 

Article 14 (Freedom of thought, conscience and religion): Children have the right to think and believe what they want and to practise their religion, as long as they are not stopping other people from enjoying their rights. Parents should help guide their children in these matters. The Convention respects the rights and duties of parents in providing religious and moral guidance to their children. Religious groups around the world have expressed support for the Convention, which indicates that it in no way prevents parents from bringing their children up within a religious tradition. At the same time, the Convention recognizes that as children mature and are able to form their own views, some may question certain religious practices or cultural traditions. The Convention supports children's right to examine their beliefs, but it also states that their right to express their beliefs implies respect for the rights and freedoms of others. 

Article 15 (Freedom of association): Children have the right to meet together and to join groups and organisations, as long as it does not stop other people from enjoying their rights. In exercising their rights, children have the responsibility to respect the rights, freedoms and reputations of others. 

Article 16 (Right to privacy): Children have a right to privacy. The law should protect them from attacks against their way of life, their good name, their families and their homes. 

Article 17 (Access to information; mass media): Children have the right to get information that is important to their health and well-being. Governments should encourage mass media – radio, television, newspapers and Internet content sources – to provide information that children can understand and to not promote materials that could harm children. Mass media should particularly be encouraged to supply information in languages that minority and indigenous children can understand. Children should also have access to children’s books. 

Article 18 (Parental responsibilities; state assistance): Both parents share responsibility for bringing up their children, and should always consider what is best for each child. Governments must respect the responsibility of parents for providing appropriate guidance to their children – the Convention does not take responsibility for children away from their parents and give more authority to governments. It places a responsibility on governments to provide support services to parents, especially if both parents work outside the home. 

Article 19 (Protection from all forms of violence): Children have the right to be protected from being hurt and mistreated, physically or mentally. Governments should ensure that children are properly cared for and protect them from violence, abuse and neglect by their parents, or anyone else who looks after them. In terms of discipline, the Convention does not specify what forms of punishment parents should use. However any form of discipline involving violence is unacceptable. There are ways to discipline children that are effective in helping children learn about family and social expectations for their behaviour – ones that are non-violent, are appropriate to the child's level of development and take the best interests of the child into consideration. In most countries, laws already define what sorts of punishments are considered excessive or abusive. It is up to each government to review these laws in light of the Convention. 

Article 20 (Children deprived of family environment): Children who cannot be looked after by their own family have a right to special care and must be looked after properly, by people who respect their ethnic group, religion, culture and language. 

Article 21 (Adoption): Children have the right to care and protection if they are adopted or in foster care. The first concern must be what is best for them. The same rules should apply whether they are adopted in the country where they were born, or if they are taken to live in another country. 

Article 22 (Refugee children): Children have the right to special protection and help if they are refugees (if they have been forced to leave their home and live in another country), as well as all the rights in this Convention. 

Article 23 (Children with disabilities): Children who have any kind of disability have the right to special care and support, as well as all the rights in the Convention, so that they can live full and independent lives. 

Article 24 (Health and health services): Children have the right to good quality health care – the best health care possible – to safe drinking water, nutritious food, a clean and safe environment, and information to help them stay healthy. Rich countries should help poorer countries achieve this. 

Article 25 (Review of treatment in care): Children who are looked after by their local authorities, rather than their parents, have the right to have these living arrangements looked at regularly to see if they are the most appropriate. Their care and treatment should always be based on “the best interests of the child”. (see Guiding Principles, Article 3) 

Article 26 (Social security): Children – either through their guardians or directly – have the right to help from the government if they are poor or in need. 

Article 27 (Adequate standard of living): Children have the right to a standard of living that is good enough to meet their physical and mental needs. Governments should help families and guardians who cannot afford to provide this, particularly with regard to food, clothing and housing. 

Article 28: (Right to education): All children have the right to a primary education, which should be free. Wealthy countries should help poorer countries achieve this right. Discipline in schools should respect children’s dignity. For children to benefit from education, schools must be run in an orderly way – without the use of violence. Any form of school discipline should take into account the child's human dignity. Therefore, governments must ensure that school administrators review their discipline policies and eliminate any discipline practices involving physical or mental violence, abuse or neglect. The Convention places a high value on education. Young people should be encouraged to reach the highest level of education of which they are capable. 

Article 29 (Goals of education): Children’s education should develop each child’s personality, talents and abilities to the fullest. It should encourage children to respect others, human rights and their own and other cultures. It should also help them learn to live peacefully, protect the environment and respect other people. Children have a particular responsibility to respect the rights their parents, and education should aim to develop respect for the values and culture of their parents. The Convention does not address such issues as school uniforms, dress codes, the singing of the national anthem or prayer in schools. It is up to governments and school officials in each country to determine whether, in the context of their society and existing laws, such matters infringe upon other rights protected by the Convention. 

Article 30 (Children of minorities/indigenous groups): Minority or indigenous children have the right to learn about and practice their own culture, language and religion. The right to practice one’s own culture, language and religion applies to everyone; the Convention here highlights this right in instances where the practices are not shared by the majority of people in the country. 

Article 31 (Leisure, play and culture): Children have the right to relax and play, and to join in a wide range of cultural, artistic and other recreational activities. 

Article 32 (Child labour): The government should protect children from work that is dangerous or might harm their health or their education. While the Convention protects children from harmful and exploitative work, there is nothing in it that prohibits parents from expecting their children to help out at home in ways that are safe and appropriate to their age. If children help out in a family farm or business, the tasks they do be safe and suited to their level of development and comply with national labour laws. Children's work should not jeopardize any of their other rights, including the right to education, or the right to relaxation and play. 

Article 33 (Drug abuse): Governments should use all means possible to protect children from the use of harmful drugs and from being used in the drug trade. 

Article 34 (Sexual exploitation): Governments should protect children from all forms of sexual exploitation and abuse. This provision in the Convention is augmented by the Optional Protocol on the sale of children, child prostitution and child pornography. 

Article 35 (Abduction, sale and trafficking): The government should take all measures possible to make sure that children are not abducted, sold or trafficked. This provision in the Convention is augmented by the Optional Protocol on the sale of children, child prostitution and child pornography. 

Article 36 (Other forms of exploitation): Children should be protected from any activity that takes advantage of them or could harm their welfare and development. 

Article 37 (Detention and punishment): No one is allowed to punish children in a cruel or harmful way. Children who break the law should not be treated cruelly. They should not be put in prison with adults, should be able to keep in contact with their families, and should not be sentenced to death or life imprisonment without possibility of release. 

Article 38 (War and armed conflicts): Governments must do everything they can to protect and care for children affected by war. Children under 15 should not be forced or recruited to take part in a war or join the armed forces. The Convention’s Optional Protocol on the involvement of children in armed conflict further develops this right, raising the age for direct participation in armed conflict to 18 and establishing a ban on compulsory recruitment for children under 18. 

Article 39 (Rehabilitation of child victims): Children who have been neglected, abused or exploited should receive special help to physically and psychologically recover and reintegrate into society. Particular attention should be paid to restoring the health, self-respect and dignity of the child. 

Article 40 (Juvenile justice): Children who are accused of breaking the law have the right to legal help and fair treatment in a justice system that respects their rights. Governments are required to set a minimum age below which children cannot be held criminally responsible and to provide minimum guarantees for the fairness and quick resolution of judicial or alternative proceedings. 

Article 41 (Respect for superior national standards): If the laws of a country provide better protection of children’s rights than the articles in this Convention, those laws should apply. 

Article 42 (Knowledge of rights): Governments should make the Convention known to adults and children. Adults should help children learn about their rights, too. (See also article 4.) 

Articles 43-54 (implementation measures): These articles discuss how governments and international organizations like UNICEF should work to ensure children are protected in their rights. 

Handout 15.3: The best interest of the child

Mandatory reporting requirements for child survivors of rape raise some ethical and safety concerns. Children are more vulnerable and less able to act autonomously than adults. In the emergency context, there may be no effective services to help such children or reporting may start a chain of events that might put the child at even greater risk (such as being separated from his/her family or placed in an institution). In the absence of international consensus about how to handle mandatory reporting requirements in cases of sexual violence against children, health care providers are advised to refer to the principle of acting in “the best interests of the child.” The appropriate and required actions will differ depending on the conditions at the site where the child accesses care. This should not be the decision of the health care provider alone, but as a part of a multidisciplinary team.

“(Professionals) should act in the best interests of the children by protecting them from avoidable harms that may lead to serious physical or emotional injury. All involved in the care of children should respond to child protection concerns in an appropriate fashion and with as much care and intellectual rigour as they might show in dealing with a serious medical condition.”

Determining what is in the child’s best interests should be done with a multi-disciplinary team and involves analyzing:

1. The developmental level of the child 

2. The mental health status of the child (and possibly the caregiver’s)

3. The social and cultural context and the feasibility of ensuring continuity of social/cultural life

4. The discrimination patterns against girls

5. The availability and quality of medical services and mental health services

6. Safety issues:


Situation in the home: is the perpetrator a member of the family, living in the household or does the perpetrator have frequent contact with the child?

Situation in the community: is the child living in a refugee camp, currently fleeing to another area, or in their home village? 

Security situation in the broader setting: is there currently military conflict or other types of insecurity? (This could affect the child directly or indirectly).


Who the perpetrator is (if known): is it a family member/neighbour; a soldier/guard/policeman?


The potential consequences of reporting the rape: legal/psychosocial/physical? Could reporting ensure or jeopardize the child’s safety and well-being?

There may be circumstances were reporting the rape is not in the best interest of the child: for example, if reporting may jeopardize the child’s safety at home or within his/her community. The least detrimental course of action for the child, and the least intrusive one for the family, should be employed, as long as the child’s safety is assured.
 

Below is an adapted excerpt from the UNHCR Guidelines on the Formal Determination of the Best Interests of the Child.
 While it is written for children who are unaccompanied or separated from their parents, it provides further insight into how to determine what is in the best interest of any child.

The best interests assessment is part of a continuous process in which the best interests of the child are pursued continuously as the overall goal of any interventions made on behalf of an unaccompanied or separated child throughout the displacement cycle.

The parents are absent, do not or are unable to exercise basic parental responsibilities.

Normally, the best interests of the child are best secured by the parents. Therefore, a formal Best Interests Determination (BID) with higher procedural guarantees is considered necessary for children whose parents are absent, do not or are unable to exercise basic parental responsibilities. As recognised by the Convention on the Rights of the Child (CRC), particularly in Article 20, children deprived of their family environment face greater risks, including sexual exploitation and abuse, military recruitment, child labour, lack of access to education and basic assistance, and detention. UNHCR’s experience has shown that even if refugee children are “accompanied” by an extended family member, this does not necessarily decrease their exposure to risks like those of unaccompanied children.

Decision-makers need to determine which of the available options better secures the attainment of the child's rights and thus corresponds to his or her best interests. For this purpose, it is recommended that decision-makers identify both the short-term and long-term advantages and disadvantages of each option and then decide which option best suits the individual circumstances. This also means that when a best interest decision relating to temporary care arrangements or other immediate protection needs is undertaken, such decisions should be made in the context of the durable solution to be pursued. In some situations, this decision may be self-evident but in others, such a determination requires a careful balancing exercise. This is particularly the case when each option leads to the enjoyment of some rights and at the same time to the detriment of others.

Views of the child

Article 12 CRC requires that the views of the child be given due weight in accordance with the age and maturity of the child. In this context, a distinction between younger children and adolescents can often be made:
1. Children 16 years and older are normally assumed to be sufficiently mature to make decisions, such as decisions relating to their caregivers.

2. Children between 14 and 16 are presumed to be mature enough to make a major contribution.

3. Children between 9 and 14 can meaningfully participate in the decision-making procedure, but their maturity must be carefully assessed on an individual basis. However, care must be taken with younger children and they may require specific assistance to ensure that they can express themselves clearly and freely.

4. Children younger than 9 have the right to give their opinion and be heard. They may be able to participate in the decision-making procedure to a certain degree, but caution should be exercised to avoid burdening them by giving them a feeling of becoming decision makers.

The following factors should be taken into account regarding all age groups

1. Traumatised children, like adults, may have difficulties in expressing themselves, acquire knowledge and solve problems. 

2. Recognise the stage of development and maturity of the child, as the views of the child may carry different weight depending on the degree that the child knows and understands the consequences of the various options. 

3. Refrain from pressuring the child to be a part of the decision making.

4. Realise that the child may be manipulated and stating the views of others which may be contrary to their own opinion.

Other information to consider when determining how to act in the best interest of the child

1. Information to determine the security situation in the various geographical locations and the existence of risks to the child’s safety (including, where relevant, the potential existence of international protection needs) and how the security situation is likely to impact on the child.

2. Information on the possibility of continuity in a child’s upbringing and on the possibility for the child to maintain a link with his or her own ethnic, religious, cultural and linguistic background.

3. The availability and quality of health services in the various locations. The assessment should be undertaken with particular regard to specific needs, including the medical and psycho-social needs of the child, including those deriving from HIV/AIDS, domestic violence or other forms of gender-based violence.

4. Information on customary attitudes and responses by the community to children in general, and unaccompanied and separated children in particular, prior to the flight as well as in exile and on the resources in the community to implement such responses.

Handout 15.4: Basic guidelines for examination of child survivors
As with any patient, assess the child for any serious injuries. If present, stabilize the child and refer if necessary.

When caring for a child survivor, it is critical to remember to always act in the best interest of the child. Consider the child’s ethnic, religious, cultural and linguistic background. Account for the physical and developmental level of the child and the mental health status of the child. Respect the importance of the child’s upbringing, stability and nurturing family relationships. Consider the child’s wishes and concerns.
 Also consider the legal/cultural repercussions for the child and caregivers that could occur in the context where you are treating the child (or where the child is returning).
It’s important to create a safe environment for the child. Pay attention to who is present during the interview (is the family member the perpetrator?). Try to get the child alone to ask the child who s/he wants in the room during the history and examination. 
Use creative methods (e.g. games, story telling, or drawing) to help put young children at ease and facilitate communication. Use age-appropriate language and terms. Never coerce, trick or restrain a child who you believe may have experienced sexual violence. These are techniques often used by perpetrators and use by health care providers will further harm the child.

Encourage the child to ask questions about things s/he doesn’t understand or is concerned about.

The history:

Sit at eye level with the child. Assure the child s/he has done nothing wrong and is not in trouble. Be patient and go at the child’s pace, do not force her/him to talk. Assure the child it is okay to say “I don’t know.” Start with open-ended questions, for example, “What were you told about coming here today?” 

Avoid leading or suggestive questions like “He hit you on the leg, didn’t he?” Instead you can ask, “What happened to your leg?”  

As the pattern of sexual abuse in children is different than adults (often repeated abuse) you will want to try to get an idea of the home situation, how the abuse was discovered, are there other siblings at risk, etc. You will also want to get an idea of her/his symptoms, i.e. vaginal bleeding, difficulty walking, etc.

Physical Assessment of Children:

Explain to the child the components of the exam before performing it. Use of dolls or drawings to explain the exam can be helpful. Let the child see the equipment (and touch it if s/he wants to). With older girls, it sometimes helps to demonstrate gentle skin traction on the back of their hand to explain how you will touch the labia
. 

Never restrain or force a child. A child may not be able to relax because s/he is in pain (if so, provide simple pain relief and wait for their effect before starting the examination). If a child cannot be examined due to agitation AND the examination is essential for medical treatment AND pain medication does not calm them down, REFER the child to a specialist. Never sedate a child – this can only be done at a referral level!
Be sure to allow the child to keep as much of their clothing on as possible (shirts, etc). Use blankets/drapes to keep them comfortable and as covered as possible during the exam. It can be helpful to keep up a conversation with the child during the exam; younger children can be asked to count out loud, say the alphabet or play a rhyming game for example. Reassure the child that s/he should tell you if s/he has pain or needs to take a break. Tell her/him “we can stop at any time, just tell me.” 

The head-to-toe examination should be done systematically, as for an adult. Use the history to guide your exam. Collect forensic evidence as appropriate (if able to be analyzed and if admissible in court). Refer to Handout 12.2: The head-to-toe examination for further background. Document injuries thoroughly (description, measurements, pictograms). 

The genital exam is similar to that in an adult. Examination of the genitalia of the prepubertal girl is best performed with the child in the frog-leg or frog-leg while sitting on caretaker's lap: 
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(frog leg)


(frog leg with caretaker)

The knee-chest position should NOT be used as it is often the position the assailants use! Post-pubertal girls can be examined in the same position as adult women, lying on their back with their knees bent. 

A speculum or bimanual exam is not done on pre-pubertal girls since a lack of oestrogen (and lack of elasticity in this tissue) can make this examination extremely painful. No digital exam should be done to examine vaginal dilation. Post-pubertal girls can be examined like adult women.

Boys can sit, lie on their back or stand for the genital exam. For the anal exam, both girls and boys can lie on their sides. No digital exam should be done to examine for anal dilation (and remember anal dilation can be from constipation in a child).

Because the examination position can influence findings, it is important to document the position in which the child was examined. 

Most child survivors WILL NOT have any genital injuries. Therefore, the absence of physical findings does not mean a child was not raped. Mucosal tissue is elastic and can be stretched and heals quickly; superficial abrasions and fissures can heal within 24 to 48 hours.
 On examination you will look for the same types of injuries as in adults. Also, evaluate for fresh or healed scars which are indicative of recent or repeat trauma. In general, the findings are difficult to interpret. For example, the amount of hymenal tissue and size of the vaginal orifice are NOT sensitive indicators of penetration.

Document all findings (description, pictograms, can use ‘clock face’ for female genitalia). When describing hymen tissue, do not use phrases such as ‘intact’, ‘ruptured” or “virginal”; instead you can describe ‘tears’ or ‘scars’ if seen. If your examination of the hymen is normal, you can describe it as ‘no evidence of injury or abnormality’. In this case, add a version of the following sentence: “Absence of injury does not mean that rape did not occur.”  This sentence should be used in your description of genital exams for children and adults when there is no evidence of injury as MOST child and adult survivors will not present with genital injuries.

After the exam, assure the child that s/he should feel free to talk about anything that is bothering her/him and any questions s/he has about the exam. Reinforce that s/he has done nothing wrong.  

Note: Like adults, girls can experience an orgasm and boys can have erection and ejaculation. It is important to inform the children this is a physiological reaction which they could not control. 
Handout 15.5: Child survivor case studies

CASE STUDY 1

A 7 year old, 30 kg boy comes to the clinic 70 hours after being raped anally. His mother states she wants all available treatment. She states he has no allergies that she knows of.  

The treatment offered to the boy should include:

	To prevent:
	Treatment

	Gonorrhoea
	

	Chlamydia
	

	Syphilis
	

	Trichomoniasis (if prevalent)
	

	HIV transmission
	

	Pregnancy
	

	Tetanus
	

	Hepatitis B (if appropriate in setting)
	

	Wound infection
	


CASE STUDY 2

A 15 year old girl was brutally raped by 5 soldiers 4 days ago. Her mother is very concerned about HIV. She wants all possible treatment. On examination, she has multiple bruises on her breasts, healing lacerations around the introitus and anal tears. When she takes of her skirt you see that she has wet herself.

The treatment offered to the girl should include:

	To prevent:
	Treatment

	Gonorrhoea
	

	Chlamydia
	

	Syphilis
	

	Trichomoniasis (if prevalent)
	

	HIV transmission
	

	Pregnancy
	

	Tetanus
	

	Hepatitis B (if appropriate in setting)
	

	Wound infection
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